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Agenda item
Quality inprovenent for health plans and providers
Karen M| gate, Mary Mazanec

M5. M LGATE: For the next hour or so we're going to be tal king
about the question of how Medicare should apply quality

i nprovenent standards to the Medi care+Choice and the fee-for-
service program This is, in fact, one of the tools that CM5 and
Congress have to take what Dr. Berenson described this norning as
a step-by-step approach, in fact, to Medicare potentially |eading
in the area of quality |nprovenent

I n answering the question, Congress asked MedPAC to consi der
the feasibility of applying standards that are conparable to the
Medi car e+Choi ce quality |nprovenent standards to all types of
providers and plans. So that's really the centerpiece of the
anal ysis that MedPAC staff have begun so far

This request was included in the Bal anced Budget Requirenent
Act of 1999 in response to the controversy over how to apply
Medi car e+Choi ce quality inprovenent standards to all types of
pl ans in the Medi care program

In the BBA, Congress enacted the Medi care+Choi ce program and
applied quality inprovenent standards to all plans, but
recogni zing that these standards did represent a nore rigorous
approach to quality regulation, they thought it mght be
difficult for sone types of Medicare+Choice plans to neet those
requi renents. So they exenpted non-network MSA plans and private
fee-for-service plans froma portion of the requirenents that
required plans to actually denonstrate inprovenent.

And then they went ahead two years later in the BBRA to
exenpt PPGs fromthose sane requirenents. So this created the
unl evel playing field between Medi care+Choice plans and it was
unl evel fromtwo perspectives really, fromthe PPO or non- HMO
perspective it was unlevel because for themto neet the standards
it was difficult, if not inpossible, some of them suggest, and
very expensive and didn't recognize, they argued, the val ue they
bring to consuners which is really a broad choice of network.

For HVMOs, they considered the playing field unlevel because
they had to put out resources to neet a higher |evel of standards
but they weren't playing any nore for putting those resources in
pl ace, so they argued this gave them a market di sadvantage that
per haps they wouldn't be able to, for exanple, provide as rich of
a benefit package as the non-HM>s m ght be able to provide.

Both plan types, however, agreed that this created an
unl evel playing field between progranms. They argued that the
requi renents in Medicare+Choice were nore rigorous than those
applied in the fee-for-service program And we'll talk just a
little bit later on sone conparison between the two progranms, as
to see whether that is, in fact, true or not.

To hel p answer the question and to address the issue, MedPAC
staff has interviewed numerous purchasers, different types of
provi ders, various types of plans, accreditors, state regul ators,
and of course, tal ked extensively to CVM5S personnel to understand



nore about the Medi care+Choi ce standards thensel ves.

We've put in your neeting materials, under Tab C, three
background pieces that are the results of this research and
talking to various officials that do two things. One, it
identifies the goals of quality inprovenent and then the various
ways to apply quality inprovenent standards. That's your
background paper one.

And then we anal yzed the Medi care+Choi ce standards and the
fee-for-service quality inprovenent efforts, which are background
paper two and three, to really get a sense of the current
regul atory environnent to conpare quality inprovenent efforts
across the prograns, and then to identify some of the problens
wi t h appl yi ng Medi care+Choi ce-1ike standards to different types
of plans and providers.

Using this informati on what we | earned about the provider
and plan ability to actually performquality inprovenent, we then
eval uated the feasibility of applying Medicare+Choice-like
standards to each type of provider and plan.

So what is the goal of quality inprovenent standards?
Broadl y speaking, the goal is to close the gap between what we
know to be good care and the actual care that's delivered to
patients. W know that in many clinical areas there are well
accepted and well known ways to deliver care that do not al ways
reach the bedsi de.

One exanple that illustrates this is beta bl ockers after
heart attack. It's well known that if a patient does receive
beta bl ockers after they've had an initial heart attack that it
can often prevent another heart attack fromoccurring. But in
data that was released fromthe PRO programlast fall, it showed
that the nedian rate for patients being discharged with a
prescription of beta bl ockers was 72 percent. Meaning that 28
percent of the patients, in fact, sort of lost a chance to get a
prescription for sonmething that could have prevented a heart
attack fromoccurring in the future.

In addition to problens in specific clinical areas, there is
al so growi ng concern over the preval ence of nedical errors which
affect all types of patients. The IOMreport that was rel eased a
coupl e of years ago docunented this gap in quality and tal ked
about steps to perhaps solve that issue as well.

So what do quality inprovenent standards require
organi zations to do that actually help us nove toward that goa
of closing the gap? There's really three steps, as we talked to
various types of organizations that try to inplenent quality
i mprovenent standards.

The first is to establish systens to nmeasure the quality of
care, then to use the information about the problemthat they may
have identified to put in place interventions that will influence
either the systemor clinician behavior. And then thirdly, and
this is really the new piece of the standard that's different, in
essence, than the nore regul atory approach to quality
i nprovenent. And that is to actually denonstrate the results of
what they do to a third party. Sonetinmes this takes the form of
the requirenent that you show you' ve actually inproved on
sonmething. Oher tinmes, because the regulators or oversight



agencies aren't as clear about whether you could inprove or the
| evel of inprovenent, it nerely requires the organization to
report in the results of their measurenents.

Questions arise in this area about how neani ngful the data
are. For exanple, if sanple sizes are not |arge enough maybe
they don't really tell you anything significant about the
organi zation. And there's also always the question of how
possible it is for the organization you're holding accountable to
real | y change behavi or on whatever you're neasuring them on.

The Medi care+Choice quality inprovenment standards really
have two parts. The first is they are required to establish a
gual ity assessnent and performance i nprovenent program This
i ncludes standards like putting in place an appropriate
information systemfor collecting data. Oten the source of data
woul d be either clainms, |ooking at clains, abstracting
information from nedi cal records or surveys, having the
appropriately trained personnel, making sure you get the right
i nput. For exanple, the Q¥ Q standards require organi zations to
have appropriate input fromenrollees and clinicians.

And then also, they're very specific about the types of
criteria that you need to use for choosing projects to work on
and how you anal yze your effectiveness on this project.

They require that organi zations denonstrate the results of
their efforts by reporting on two QAPI projects. On these
projects, CVMS requires plans to actually show i nprovenent. Wen
t hey began, when they put these regulations in place, at first
they had a 10 percent m ninmumrequirenent. CMS has since backed
of f on that because of concerns that, in fact, they really didn't
know why they had chosen 10 percent. It was unclear that that
was really a good goal. It was also unclear, for sone plans,
whet her they could actually reach that given that the criteria
and the sophistication of the QAPI projects were beyond nmany
pl ans who had not neasured things at this |evel before.

Secondly, they have to report on HEDI S Medi care neasures.
This is an exanple of building on private sector efforts. For
t hose plans that are experienced with NCQA accreditation, these
types of neasures are very famliar to them For plans that
aren't famliar with NCQA accreditation, this was a whol e new
| evel of infrastructure for themto have to create.

However, they are not required to show i nprovenent on these
measures. They sinply have to report. The assunption is that if
t hey nmeasure what's going on in these areas that they will do
sonmething to inprove upon their performance in those measures.

The third piece is CAHPS, the Consuner Assessnent of Health
Pl ans Survey, which is actually admnistered directly to
beneficiaries by CM5. So it really adds no extra cost to the
plans. This is really a | ook at beneficiary perception of both
the plan and the providers within the plan. Questions |ike how
good do you think your care is? Is this the best plan? O is it
not as good as you would like? Witing tines, how avail abl e
providers are, getting at sone issues you had tal ked about
earlier, Allen.

Non- HMOs are exenpt fromthe two QAPI projects. That's
really the regulatory extension of the exenption that was in



| egi sl ation fromdenonstrating i nprovenent. So they do not have
to do those projects or show i nprovenent, obviously, on those

proj ects.
Pl ans have told us about a variety of different problens
they have with how these are inplenmented. They, | think, can be

categorized in two broad areas. One is they think that they
represent stretch goals. That essentially these are not bad Q
efforts, but question whether it's reasonable for a regulator to
actually be putting these types of stretch goals in place as
requirenents.

Secondly, they feel like there's a |lot of duplication, both
at the standards level as well as the reporting requirenents
| evel , between what CM5 is requiring and what other oversight
bodi es require and don't think it's necessary that this
duplication exists. They don't think there's enough extra
quality inprovenent achieved by sinply sone other requirenents
bei ng placed on them

In the fee-for-service program the quality inprovenent
efforts really operate at two | evels. Wen we say plan |evel,
we're tal king about essentially CVM5 in the role of adm nistrator
of a benefit package for the Medicare beneficiaries. Wat they
do to put in place the infrastructure that's required in
Medi car e+Choice plans is basically to use the PRO program as
their infrastructure to neasure quality of care, as well as to
i nprove the quality of care. They do do sone independent
anal ysis of clains data, but the PROs do the nedical record
abstraction and then are really the foot soldiers on the ground
to work with different types of providers, plans, and even
beneficiaries to try to inprove the care that's delivered to
Medi care beneficiaries.

For exanple, beneficiaries, they tried to influence them
directly in the area of inmunizations, recognizing that the
demand for imunizations is one inportant factor in inproving on
that particul ar nmeasure.

They report on the results of their effort through -- on the
PRO neasures, there are six focus areas and they report publicly
on those. They also use a fee-for-service version of CAHPS. And
then are trying to develop the ability to conpare between fee-
for-service programand the Medi care+Choi ce programin vari ous
areas by reporting on sone HEDI S neasures that would overlap with
t he PRO neasures.

At the provider level, there really are a |ot of voluntary
efforts, but few requirenents at present. Mny providers are
accredited and often by the Joint Conm ssion, which does require
that institutions have in place quality inprovenent processes.
They al so work voluntarily and increasingly so with the PRO
programto inprove care in certain areas. And then of course,
provi ders have sonme of their own initiatives that aren't
associated with external efforts.

CVB has tried to put in place sonme requirenents through the
conditions of participation for various institutions to establish
qual ity inprovenent prograns and those eventually will conme out
in final form But as of yet, they have not been finalized.

They al so are tal king about, and this is probably the nost



signi ficant discussion occurring in CVS right now, about how to
use reporting requirenments on various institutions to stinulate
quality inprovenent within those organizations. They do require
some reporting on neasures for honme heal th agencies, nursing
homes, and dialysis facilities but they're thinking about how

t hey m ght expand those efforts to encourage and stinul ate

qual ity inprovenent.

So given what we know about Medi care+Choi ce standards --
actually, let ne call your attention to the chart that we placed
in front of you. It was in your neeting materials, but a |arger
version we placed in front of you before the presentation,
because this is really the guts of the analysis.

G ven what we know about Medi care+Choi ce standards and what
we know about how pl ans and providers can actually perform
quality inprovenent, we asked two questions. The first question
is how capable or how feasible is it for different plan types and
providers to actually neet Medi care+Choice-like standards? And
once we get a sense of howdifficult or easy it is for those
types of plans or providers to neet those standards, could we
actually hold them accountable for neeting those standards?

So just to | ook at the Medi care+Choi ce HMOs, many of them do
have the infrastructure to neasure the quality of care and to
i nfl uence behavior of providers and clinicians to inprove their
care. This is true for many, but not all. There are small plans
that don't have that capacity. There are plans that are not
famliar with accreditation, and so it is a whole new
infrastructure for them

Can they denonstrate the results? Generally, their results
woul d be valid. They usually have broad enough popul ati ons,
al t hough once again with small plans that would not be the case.

So could they be held accountable? Cearly, they could be.
The question here, as we've talked to various plans and CM5, is
really whether the current level of effort is necessary to
achieve the extra quality inprovenent that may be achi eved by
pl aci ng these standards on HMOs, and if there are ways possibly
to | essen the burden on how the M+C standards are appli ed.

For non-HMOs, it really varies as to whether they are able
to neasure the quality of their care. Those that are affiliated
wi th HMOs, neaning they nmay be offered by a plan that has an HVO
as well, oftentinmes do have the infrastructure to neasure what
they're doing. However, they told us that even if they have that
infrastructure, it's very difficult to apply it.

There's really three factors that are inportant here. They
have nmuch broader networks than HMOs usually. They don't require
beneficiaries to choose primary care physicians. And they also
all ow beneficiaries oftentines to go out of network. So this
causes problens both for neasuring and inproving. Essentially,
they don't know where to go to get the information. |It's very
difficult, at least. They don't have a primary care physician to
| ook in the nmedical record for some services to see if the
service was provided. There's many different places they could

go.
This also nmakes it difficult for themto focus their
i nprovenent efforts. They al so have sonme nmany different



clinicians that they need to influence they don't know really
which the right one is. And so, it's very difficult for themto
apply an infrastructure even if they have it.

In terns of them denonstrating their results, they often do
have a broad population. But clearly, if the data you coll ect
are not accurate, it's not going to be very useful for neasuring
you.

They do, however, have fairly good capacity to nmeasure care
on neasures that rely on clains data. So that's one thing to
keep in mnd. It's very difficult for themto go into nedical
records, but they do have good clains data. So they could be
hel d account abl e.

It appears that it would be very difficult to hold them
accountable to the same level as the HMO wi t hout really demandi ng
that they change their structure froma PPO or broad network
structure to a tighter network. However, there may be ways to
assist themin neasuring their quality or helping themput in
pl ace interventions. And it m ght be possible to hold them
accountable for different nmeasures, particularly ones that are
based on cl ai ns.

For the fee-for-service program as a plan, they do have the
infrastructure to neasure. They have pretty good capacity and
mechani sns to influence the behavior of providers. They could
per haps use that even nore than they do. They don't currently
require providers to participate in the PRO program for exanple.
And their statistics are valid. W don't really know the results
of the current voluntary efforts, so it's hard to know whet her
any higher |evel of accountability would be useful or not.

For institutions and clinicians, the answer really varies by
size. Sonme are nore sophisticated than others. However, the
biggest difficulty is really finding nmeasures that are useful for
conparison. So you coul d perhaps require sone process or Sone
participation with other efforts, but it would be difficult to
use the same neasures.

In summary, all plans and providers do seemto have sone
capacity to neasure inproved quality of care, however the cost of
nmeeting the Medi care+Choi ce-like standards is really unequal
across plan types and providers. But strategies do exist to
reduce those costs and to nove towards the goal of inproved care
for Medi care beneficiaries.

That concludes ny presentation. | would be glad for any
guestions and, in particular, coments on the direction of our
anal ysis and any comments specifically on how to apply quality
i nprovenent standards to different plans and providers.

MR. HACKBARTH: Let ne just first wel conme our guests now
t hat everybody is in their seats. Thank you all for com ng and
we appreciate your interest in our work. As in the past, there
will be a public comment period at the end of the day. Those of
you who have a contribution to make will have a chance to offer
that to the Comm ssion. O even at the end of the norning, |I'm
remnded. So it's scheduled at 12:30 and that will be the first
comment peri od.

Thought s about Karen's presentation?

DR. NEWHOUSE: First in the way of disclosure. | should say



to people that | was elected a director of Aetna in late
Septenber. So | hope that won't nmuch affect what | say here, but
peopl e shoul d know t hat.

| shoul d say, speaking personally, | found this a really
hard issue. |In sone sense, the hardest issue, | thought, of the
m x on our platter here. | had a few thoughts about it. One was

a thought that has cone up earlier, which is to distinguish
standardi zati on of nmeasurenent and information tools fromtrying
to standardi ze actual care delivery and regul ations directed at

that. | think we've done a sonewhat m xed, but on the whole
pretty good record there.
Second, ny general bias is for what I'lIl call within sites

of care, to try to decentralize the regulation and try to use
deem ng as much as possi bl e.

The third thought is that MtC pl ans, especially those, which
| think are nost of them that use non-exclusive contracts are
likely to be too small to do very much in nmany cases. So it's
kind of pointless to hold themresponsible. They just don't have
t he | everage.

MR. HACKBARTH. Joe, too small in terns of having too snal
a share of the patient volunme with an individual provider?

DR. NEWHOUSE: Yes, too small a market share.

The fourth thought, the last one, is that in terns of
t hi nki ng about M+C pl ans and HM>s and maybe this applies to PPGs,
too. It seens to me where their |largest value added is is likely
to be on the coordination function. W know that there's |lots of
quality problens that arise in handoffs fromone site of care to
another site of care. The traditional plan, it seens to ne,
nostly relies on the PCP to watch over this handoff. The HMO
actually kind of sits there above this in a way that there's no
analog for on the fee-for-service plan, could conceivably do
sonet hi ng here.

It seems to ne it makes nore sense to think about a role for
the HMO in that domain than it does to say inprove beta bl ockers
after heart attacks, where you could go down to either an
accreditati on agency or you could have the PRO at the |ocal [evel
wor king on that, rather than say this is the HMJ s
responsibility.

M5. BURKE: Actually this is very consistent with what Joe
has suggested with perhaps the follow ng slight deviation.
think, in fact, because it is so conplicated for non-HMO pl ans
and for plans with smaller volumes to understand how it is, in
fact, they mght control the outcome, it is incunbent upon us, |
think, to help themidentify the tools that m ght be available to
t hem and how they mght, in fact, begin to influence this
behavi or.

| think there is going to be a grow ng nunber of people
potentially who choose those options. And to sinply give up on
efforts to have themplay a very mgjor role in trying to both
track, as well as influence behavior that has an inpact on
quality, would be to | eave outside of this a fairly sizeable
portion of the Medicare popul ation.

So I would hope as you go through -- and | found the chart
to be quite useful. | thought you did quite a nice job of |aying



out for us the sort of array of issues that exist, depending on
the structure of the plan. | think sone enphasis on those that
fall outside of the traditional HMOs, that do have the tools
avai l abl e nore readily, and focusing on the traditional fee-for-
service and the sort of non-HM3> in | ooking for how they m ght
team up, looking for tools they m ght have avail abl e, | ooking for
ways that we can, in fact, assist themin identifying nethods of
influencing this is time well spent for us. | think we can't
sinmply give up on that and turn sinply to the HMO structure and
assune that will be the only solution.

DR RONE: |'d like to ask Sheila a question, if | can.
was surprised to hear you say it's a substantial portion of the
Medi care popul ation. The whole MtC programis 4.5 mllion
menbers now. The non-HMO pi ece woul d be how many nenbers?

MR. HACKBARTH:. It rounds to zero.

M5. BURKE: Right. M reference was really in the broader
context, Jack, not just to the M+tC but rather the fee-for-service
and all the other sort of nodels.

DR. RONE: Thank you, that clarifies, because | think
focusing on the non-HMO piece of this is alnpst not worth the
type here.

M5. BURKE: M point is those outside of a traditional MC
HMO in the rest of the programare the large majority, and that
we ought to |l ook for tools to assist across the board, was ny
poi nt .

M5. NEWPORT: | think Sheila is right in ternms of the tools.
Even in what we | ook at as a conpany, where we nmay be a snal
part of the market geographically literally, what we're trying to
do is have sone quality prograns and di sease nmanagenent prograns
that, by raising the bar for a portion of the patient base, we
raise the bar for the rest of the patient base, too. It does
have an infl uence.

And we are trying to identify and nmake public our own
qual ity nmeasures of provider group activity, and therefore steer
patients to groups. Now large nulti-specialty provider groups
find it nuch easier to participate in these prograns, but | think
that the bar needs to be raised and tools can be segnented
differently.

| appreciate very nmuch, | think you captured the scope of
the problemand the difficulty in trying to be too granul ar here,
in ternms of the offset, loss of productivity or increased costs.
And havi ng been subjected to ny own nedical director's four-and-
a-half long dissertation on how we neasure quality -- and they
are paid to do that, by the way -- it is a difficult program

| woul d hope though that people woul d appreciate that there
were sonme how s, very |oud ones, about CM5's -- then HCFA' s --
progranms on quality assurance. | wanted to be clear that the
probl ens were with chancing horses in mdstream literally. W
woul d have di sease managenent protocols that had been put in
pl ace because of our intent to be NCQA certified, which is a very
i ntensive process, only to see things that are iterative and need
to grow over tinme be supplanted by sonething else that we weren't
doi ng.

There were certain di sease managenent, di abetes being a very



critical one. And then the next year there was going to be a
whol e class of other four di sease managenent prograns that you
had to do.

So | think it's very inportant to have focus on continuity
and consi stency and achi evabl e neasures. A 10 percent
i nprovenent every year, when you're neeting a quality of index of
92 percent, the last gasp that you have to reach for, the bridge
too far literally, is diverting resources from sone other program
that m ght benefit froma 2 percent increnental inprovenent over
time, or those areas where you needed to go 20 percent because
the indices were so | ow

So again, | conpliment you on the breadth of your anal ysis.
| think you' ve captured the problem | think sonme refinenents in
maki ng reasonabl e tools avail able and incentive to the program
that mght -- and | nmean fromquality conpetition -- mght bring
provi ders al ong even subtly in terns of the effect you can have
in patterns of practice in a nmarketplace -- if | can be bold
enough to use marketplace in this instance.

| do think that there are ways that you can do that, and
that we're seeking to reward better quality performance as mnuch
as anything else in terns of a provider's ability to get a full
panel of patients.

DR. NELSON: | also thought that you did very nice work
with respect to these papers. | want to make just three points
and it's largely fromthe standpoint of clinicians rather than

pl ans.

The first is to again point out the distinction, to sone
degree the mutual exclusivity, between quality assurance and
quality inprovenent. The Comm ssion has dealt with that
distinction in previous reports, but | think it's always useful
when we're tal king about quality standards to point out that one
is sort of externally applied and has nore of a regulatory
i npact, and that quality inprovenent, on the other hand, depends
on a different set of assunptions.

The PRO program for exanple, has struggled with these
conpeting requirenents throughout the last 10 years. The Joint
Comm ssion as well has certain quality assurance m ni num
standards, but then also to try and encourage introspection and
sel f-exam nation and team application of quality inprovenent
efforts. And it's still struggling. But to reference that
di stinction again is useful, even though we've dealt with it
bef or e.

The second point is to underscore the difficulty in getting
data fromthe outpatient clinical record. W've done sone work
25 years ago in Uah in having trained nurse auditors go into the
physician's office and sit in the waiting room in sone
i nstances, or back in an exam ning roomin other instances, and
try and abstract data for quality assessnment. |f nothing el se,
it's extraordinarily expensive and burdensonme and difficult. You
make the point, but | want to underscore it.

| think it's worth pointing out that one of the reasons for
that is that the clinical record was devel oped for a different
purpose. It wasn't devel oped for purposes of accountability.
It's a tool that clinicians use to aid in patient care. Even



t hough increasing use of a problemlist and fl ow sheets and so
forth make sone data collection easier than it used to be, stil
it's extraordinarily difficult.

At ASIM we did sone work in sinple neasures, |ike henogl obin
AlCs for diabetes and nonitoring the anticoagul ation status in
patients on warfarin, and so forth. Even with vol unteer
physi cians signing up to do this and followng relatively sinple
protocols, it took an enornous anmount of work and dedi cati on.
They' d stay late at night and try and find the bl oody records and
get the information fromthe records. Until there is a
wi despread adoption of a new kind of recordkeeping that enpl oys
an electronic nmedical record, it isn't going to get any easier.

So the practical application of sone of these rules needs to
be underscored.

The third point that | want to make is that it's probably
wort h acknow edgi ng that the specialty boards are noving rapidly
into performance neasurenent as part of their recertification
processes. O course, it's being net with a certain anmount of
skepticismand, to sone degree, anguish because of the difficulty
in getting information fromthe nedical record. But | think that
the conmmtnent isn't going to go away, that the recognition of
public expectation is going to continue.

It may be worth including sone reference to that |evel of
activity. Because at sonme point, that may provide a solution
with a deem ng and private sector activities that the Medicare
program can sinply ride on board.

DR. RONE: Just a couple general comments. | think I'd like
to associate nyself with Janet's remarks, fromthe point of view
of another health plan that participates in the program

| would note that | think that CM5 has been responsive and
is mndful of the burden. They have, | think, dropped that 10
percent requirenment of an annual increase, mndful that the |ast
2 percent is different fromthe first 10 percent in costs and
feasibility, et cetera.

| think that the general discussion is very good. | would
suggest that you drop out the non-HMOs. |[If you look at the table
and if you read the material, just given that it's a rounding
error or it rounds to zero, it's really not -- we need to focus
on the inportant piece of this, I think. You mght have it there
as a section at the end, that this is a very small program and
it's different. It's not a big deal, but soneone not know ng a
| ot about this and | ooking through this, you don't get a sense of
the relative proportions here. Mybe you could include those
data somewhere, in ternms of relative proportions, how many
Medi care beneficiaries are represented or sonething |Iike that.

| guess the nost inportant comment, or the comment |'d |ike
to enphasize, is that I think in the overall Medicare+Choice
program-- let's step back a bit -- there has been sone
di sappoi ntnent that there has not been a nodification of the
fundi ng anmounts or nechani snms. There's been some, but | think
nost peopl e think nodest withdrawal s recently, conpared to what
was expected. But they are likely to continue if there's not a
change.

There's been discussion fromOCM that yes, we can't give you



anynore noney, but we can help you on the regulatory side. W
could try to reduce regulation that m ght be burdensone or
costly, directly or indirectly. W don't want to add nore
barriers to participation in the program

| think that that is what |'ve heard, at least, and | think
that that's well received.

One might look at this issue fromthat point of view and say
we don't want to back off conpletely fromissues of quality. |
think that would send the absol ute wong nessage. That woul d be
just stupid to say well, we're going to help themon the
regul atory rather than financial side, so forget these quality
nmeasures. That's not what managed care is about fundanentally, |
believe, and that would be an atrocity. Nobody wants to go
t here.

But to whatever extent we can nmeke the requirenents here
concordant with the formand the substance with the requirenents
that the health plans have with NCQA or in other things, so that
we don't have two different nmechanisns and two different kinds of
data, then that reduces the burden financially and in other ways,
and gets us to a standard which is generalizable to sone extent.

So | think that would be a kind of principle that I think is
worth applying to this while maintaining a focus on quality.

M5. RAPHAEL: | wanted to address the part that had to do
with the fee-for-service side and sone of the issues that exist
there. First of all, I was very interested in sone of what you

wote, although |I think it needs to be expanded on, on the extent
to which you can use conditions of participation nore vigorously.
| think there are issues about easy entry. And right now,
there's very easy entry. | would |ike to have nore thinking
around whet her or not that ought to be changed and whet her
there's nore that can be done at that |evel

| know in the honme health care field there was a point where
practically anyone could enter the home health care field. There
were people who had jewelry stores during the day and then
changed the sign in the afternoon and becanme hone health care
providers at two p.m And | think sone of that has been
rescinded in the last few years. But | think that whole issue of
entry needs to be | ooked into.

|"ve often been told don't enter into anything that you
can't exit from And | think the whole issue of exit, too. And
| think the point is made that al nbst no one ever exits the
program except voluntary. | think I'd like to better understand
the whol e issue of the kind of mechanismof exit and how it works
or doesn't work effectively in the fee-for-service program

| am not as taken with the issues of reporting. | recognize
all the issues about the necessity to have valid and credible
data. But | think the greatest challenge isn't that, because
we're getting a trenmendous anount of data now. | think the
greatest challenge is how do you change behavior at the clinician
| evel , where you -- in this what | thought was well done effort
here -- indicate that clinicians have the greatest ability to
influence clinical quality except it's too nuch of a burden for
themoften to collect, and they can't get valid results on an
i ndi vi dual | evel.



To me that's sort of the crux of this. | mean, how can we

i nfl uence what happens at the clinician level? | think we have
to think about how we're going to work at that level, not only at
t he organi zational level and the health plan level. And that is

very difficult to do.

We're engaged in a major project now on changi ng wound care
practice. 20 percent of our adm ssions have wounds, a variety of
wounds. And how you change how every practitioner handles the
wounds is very conplicated because you have to interact with
physi ci ans who are using treatnents that may be 20 years old or
that they |learned in nedical school. There are many new
advances. It's not just a matter of how you report on it. The
hardest part is how do you really get results and denonstrate
i mprovenent s?

| also think there needs to be sone |ooking at this issue of
collecting data for paynent systens and then using it for
quality. | have sone experience with that where we're doing this
massi ve dunp, sending in all this OASIS data which we use for
paynent. And then it's supposedly going to be used for quality.

|"mnot sure that that's going to work very well. | think
it raises other issues. | think it does hei ghten awareness
about, for exanple, a high |evel of enmergency use. But then,
when you see CHF patients going back to the enmergency roomin one
out of three cases, you ask yourself does that indicate too early
di scharge? Does it indicate inadequate follow up by the
physi cian? O have we, in sone way, not done what we should do?
So | think that that is another issue that needs to be | ooked at.

And then lastly, | think there is a lack of incentives in
t he whol e paynment structure for good quality. Quality can save
noney because if you do things well you don't have to do them
three tines. And anyone who's dissatisfied costs you a | ot of
organi zational energy. But also, to put in the infrastructure
and have the tools also costs noney. And | don't think the
incentives are aligned now to really support what everyone says
is really vital.

DR. WAKEFI ELD: | want to just start by agreeing with Joe.
| thought this area of focus was awfully difficult. Wen | was
reading through it, and | do a little bit of work in quality, I
really appreciate the chall enge that you have.

| think the question for me was should all of M+C be
subjected to quality neasurenent for the purposes of
accountability? In an ideal word the answer, fromny
per spective, would be yes and there would be conparability.

| mght even step back fromthat, and ny comments are pretty
general regrettably, but I mght even step back fromthat and say
shoul d the entire Medicare program be subjected to quality
measurenent? And should there be conparability and simlarity
where it can occur across those neasures? And | think the answer
to that woul d be yes.

The tough part is comng up with the approaches about how to
get there.

Sonme of what | think is comng out of the National Quality
Forum m ght be relevant, and you've taken a |ook at it obviously
because you've cited it in your work, in terns of sonme guiding



principles. |I'd comment a little bit on sone of what Dave had to
say and then ny own views.

One, there's nmeasurenment for accountability and nmeasurenent
for inprovenent. Sonetinmes those two things are distinguished.
But clearly, | think there needs to be sone overlap. Those
pur poses shoul d be nutual ly reinforcing.

And i nprovenent, quality inprovenent, is often notivated by
external accountability. And sone of your content suggests that
that's the case, that we get inprovenment when entities are
required to be accountable to sone external entity. \Whether
that's CV5 through the PROs reporting to them or it's broader
public disclosure, wherever along that continuum

The point, though, that | think acconpanies that is
accountability nmeasures are really only effective, fromny
perspective, if they relate to inprovenent neasures that plans or
provi ders can actually take action on. Is it in the MtCs
ability to do sonething about whatever X is? Are they truly able
to exert influence in a particular area? So when we're thinking
about accountability, it's accountability for what and is it
within their scope to be able to exert influence?

| also think ideally that data, when we're collecting data -
- and this theme conmes through | think a little bit in your
witing -- data should be collected once. An organization should
be asked to collect it once. | think, typically that data should
be collected as close to the point of the care being provided as
possible. And to the extent we can, we reduce the burden on
providers in obtaining that data. And that we ensure that we're
constantly filtering to make sure that the data are relevant to
patient care ultimately, that it's useful

And we've tal ked a | ot about the burden of data collection
on providers. But | also think there's another burden. And that
is whether we're asking for the collection of data that's not
directly useful to the entity that has to collect it. So it's
yes, there's a burden associated sonetines with the collection of
data, but there's sure a burden associated with it if they're
goi ng through the notions of collecting information that's
frankly not relevant. Wat are they going to do with it once
they get it?

| think, to the extent we can encourage plans to not have to
report in multiple, inconpatible ways, across private sector and
public requirenents, to beat sone efficiency into this system it
seens to me would be a guiding principle we ought to be thinking
about .

The last point | would nake is that, in general, you nade
t he point about volune of services and that an event needs to
happen often enough for a nmeani ngful measurenent. | think we all
know t hat .

So shoul d we be thinking about making a comment about how
data, when they can be, should be rolled up and aggregated to a
| evel of aggregation that's relevant and valid? For exanple, |
can imagine detailed data that's relevant for quality
i nprovenent. So you might collect information on beta bl ocker
performance. That's just used internally across sone subset of
provi ders.



That sanme data will be invalid for cross-provider
conparisons. So data collection mght be appropriate at one
| evel but not another. But if we had sonme, over tine,
appropriate i nvestnent of measurenent nethodol ogy and research,
over time we mght be able to find ways to aggregate and col |l ect
information and make it meaningful at multiple |evels.

But right now, just because it's not relevant at one |evel
may not render it irrelevant at another level. So there's a
poi nt .

| think that's it, just sone general comments.

MR. HACKBARTH: As | |ook at the overall framework that we
have, it seens one of the guiding policy objectives is to offer
Medi care beneficiaries a range of choices in the programand a
variety of others, ranging fromprivate fee-for-service to MSAs
to PPCs to HMOs.

A concern that | have is that inposing a single set of
requirenents for quality inprovenent on what are diverse systens
and capabilities by definition, will frustrate the goal of
choice. The capabilities of these organizations are different,

and to have a uniformset of expectations, | think, is going to
lead to frustration and -- at least in the case of nmany

organi zations -- departure if that's a feasible option for them
exit.

One of the questions we were asked by the Congress is should
the sane requirenments that are i nposed on HM>s be inposed on
everybody el se and level up, if you will, to that level. To ne,
| think that's a course that's full of risk because not al
organi zations are organi zed the sane way, have the sane
capabilities.

Instead, | would be nore inclined to say if we want a
uni f orm approach, what we ought to do is a level nore at the
approach now being taken in the fee-for-service Medicare program
as | understand it, which enphasizes voluntary quality
i nprovenent efforts. That's not to endorse the specifics of what
are being done, but the general approach.

What | would |ike to see us expand on perhaps is the way
that we try to reward and encourage and support those voluntary
quality inmprovenent efforts, so that there is actually a reason
for people to want to do it beyond the fact that they're
commtted to trying to do the best for their patients. It could
be financial, as Carol pointed out. It could be in terns of
i nformation disclosure, quality scores or neasures of sonme sort.
It could be a seal of approval as provided by accreditation that
is then marketed, if you will, to Medicare beneficiaries that
certain organi zations have invested nore and they have different
capabilities than others.

Sonme mi ght say that enphasizing voluntary and rewards and
encouragenment is to weak, given what sone people -- | guess the
| OM -- characterize as a chasm bet ween what we know about proper
nmedi cal practice and what, in fact, happens every day. Like
Jack, 1 think we should not be considering backing away from
efforts to inprove quality. It's not the end that's in question
but rather the neans.

But | think we have to be realistic about what we know about



quality inprovenent. W have to be realistic about the
capabilities that people have to do quality inprovenent at this
point intime, and to be realistic about the costs involved. And
we need to wal k before we run.

| think the surest way to give all of this a bad nane and
spawn a terrible reaction to it is if we tried to do nore than we
can given our know edge and our resources.

So |l would like to reward voluntary efforts as aggressively
as we can figure out how, but let's not |evel up and inpose
unrealistic requirenents across the board in the nane of equity
or uniformty or an even conpetitive field.

MR. FEEZOR: denn, follow ng up on your comments, |'ve sort
of changed sone of the things that | was going to say. But et
me just say, and we'll cone back to this a little later in the
day, | think the choice is largely -- at least fromny post in
California, in watching the market for both over-65 and under-65
that | try to serve -- that choice is nore of a politica

construct. \Wat our beneficiaries really want is val ue and
security and they have a way of neasuring that very fast.

| agree, denn, with your comments that it is fraught with
difficulty to try to level up to the MtC plan level. And yet, |
don't think -- | guess | agree with Sheila that given at |east
the retreat in ternms of the MtC plan from servicing a | arger
nunber, that we have to keep pressure on those other entities,
keeping in mnd Jack's reservation about overenphasi zi ng what the
non- MtC pl ans represent.

My bet is, though, that if we |ooked in the Medicare supp
world that we tend to forget, that alnost all of those vendors
use sonme of network. Presumably, they use sone sort of
credentialing and sonme sort of profiling and sone sort of
capturing of data to, in fact, evaluate that. Admttedly, nost
of it based on cost. So | do think we need to keep the pressure
on, though | think leveling it up, as you said, is going to be
very, very difficult and unrealistic and does inpose burdens on
precisely those entities that at this point in tinme many of our
beneficiaries indicate they won't. Though |I think they want nore
the value and security that's with that, as opposed necessarily
to those entities thensel ves.

The final thing, and this is what we're struggling with in
California again, as Janet may attest, we perhaps are somewhat
uni que and we have a couple of our biggest players are so heavily
into capitated arrangenment with del egated responsibilities. But
it does drive hone to ne that the one common denominator is, in
fact, the provider and the provider systemthat serves all of our
beneficiaries. And to the extent that the accountability and the
capturing, at least, of information that's hel pful in evaluating
quality at sonme level or quality inprovenent efforts, that we
woul d be wise to think nore of what is the true conmon
denom nator, as burdensone as that may be to the provider side.

DR. REI SCHAUER: | have a general observation, a question,
and a comrent. The general observation, it's al nost un-American
to be skeptical about quality and quality inprovenment, but |'m
very skeptical about this whole effort. Maybe it's because |
read this material late at night and therefore find it even



t hough to master than Joe does, but we're having a hard tine
defining exactly what it is. Even if we could agree on the
definitions, we have a hard tine neasuring it. And if we could
nmeasure it, we're not sure that the beneficiary could interpret
the information correctly.

Just as an exanpl e, when you're thinking of fee-for-service
ver sus Medi care+Choi ce and you m ght have a neasure that says 80
percent of women in Medicare+Choi ce get an annual mamobgram and
only 50 percent doe in fee-for-service. | don't knowif that's
true or not. This mght be interpreted by people as saying if |
join a plan, they won't let 20 percent of the people get
mammogr ans, as opposed to fee-for-service | know I'min control
and I'"m a responsi ble person. So of course, |I'lI|l be part of the
50 percent. And so what is otherw se useful information turns
out to skew decisions in exactly the wong way.

My question is how sure are we that this effort at quality
i nprovenent really is |leading to an aggregate inprovenent in
overall quality? Wat we're dealing with here is a very conpl ex
product w th thousands of conponent parts and dozens of
di mensions to each of those parts. And necessarily we're
focusi ng on a handful of these.

We are cogni zant of the fact that the focus on these little
el ements takes resources, both financial and nonetary resources.
And it mght be taking resources away from sonething else. So
t he aggregate will be a conbination of inprovenment here and maybe
degradati on somewhere else. And does the benefit outweigh the
cost ?

Now we probably don't know anythi ng about this, but just
rai sing some of these issues, | think, is inportant.

My comment is virtually all of the exanples that are given
as a neasure involve sone condition, heart attack, followed by
sonme follow on treatnent which al nost inevitably includes
prescription drugs, which of course aren't covered by Medicare.
There nust be some exanples in which the whole kit and caboodl e
is part of the Medicare package that we could use as exanpl es,
rather than good quality consists of after this prescribe
sonet hi ng which isn't covered.

MR. HACKBARTH: That may be a comment on nedi ci ne. VR.
MULLER: | found this discussion very helpful. Having for year
tried to focus on what patients want and then trying to conpare
that to what professional opinion wuld want of the system and
seen the kind of disconnect between the two, the people who do
the quality studies and wite for the 1OM et cetera, have an
overvi ew of what the patient should want, which is very different
fromwhat the patient in fact asks for and requires.

One of the chall enges one has, building on Bob's comment, is
should we be trying to push the patient, informthe patient to be
nor e under st andi ng of what they should want? O should we try to
be nore satisfying of the preference that, in fact, they do
evi nce?

|"ve just noticed over the years and | think in sone ways
there's an increasing gap between what patients express as to
what they want, short waiting list, choice of specialists, et
cetera, versus the kind of neasures that Bob has referenced as



bei ng nore what professionals would urge themto do.

Now it"'s obvious that using agents as a m ddl e ground here
i s hel pful, whether one has the kind of consunmer reports or plans
as agents on behalf of beneficiaries is sonmething that people
have been noving toward for years, given the overall conplexity
of the nmedical systemand how hard it is for anybody to
under stand, once they're inside of it, they should want.

| think consistent with Bob's point, and that's really what
triggered this coment, is that a | ot of professional opinion,
especially professional literature and the kind of call for
action -- especially the IOMreport -- is different than what
patients express, not just here but in other countries as well,
as to what they want out of the health system

So to the extent to which we are pushing nore for what the
professional literature indicates they should want, that's
different than what they vote for when they take action.

MR. HACKBARTH. We need to bring this to a concl usion.
Karen and Mary, | hope the input will help and we'll hear nore
about this next neeting probably.



